Abstract Myeloid sarcoma (MS) represents extra medullary accumulation of the immature cells of granulocytic series and occurs most commonly in the setting of acute myelogenous leukemia. Its occurrence in chronic myeloid leukemia (CML), myelodysplastic syndrome and other myeloproliferative neoplasm is uncommon. We here in report a 35-year old lady who was diagnosed as CMLchronic phase (CP) in the year 2004 and was on imatinib (400 mg OD) since then with regular follow up and good compliance. She had progression to accelerated phase in April 2014 which was managed by increasing the dose of imatinib to 600 mg OD. In August 2015, she presented with complaints of pain and swelling of the left shoulder suggestive of septic arthritis. Investigations revealed an illdefined lesion involving muscles around the shoulder and clavicle. Absence of response to antibiotics and negative work up for infectious etiology raised the suspicion for MS which was later confirmed by immunohistochemistry of the aspirate from the lesion. Bone marrow examination was consistent with CML-CP. Hence, the diagnosis of CML with extra medullary blast crises was made. Patient was treated with a combination of high dose imatinib, hydroxyurea, cytarabine and local radiotherapy. Rarity of MS involving the shoulder and it's resemblance to septic arthritis has been highlighted in the present case. We emphasize the importance of immunohistochemistry of the aspirate for the timely and correct diagnosis of the cases who do not respond to an initial antibiotic trial.
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We here in report a 35-year old lady who was diagnosed as CML-chronic phase (CP) in the year 2004 and was started on imatinib (400 mg daily). She achieved complete hematological response (CHR) at 3 months and a complete cytogenetic response (CCyR) at 12 months of starting therapy and was in CHR and CCyR till April 2014 when she had progression to accelerated phase (AP) which was managed by increasing the dose of imatinib to 600 mg daily. In August 2015, she presented with complaints of pain and swelling of the left shoulder suggestive of septic arthritis. Local examination revealed tender swelling of the left shoulder joint with redness and induration of the overlying skin and restriction of both active and passive movements (Fig. 1) . Spleen was palpable per abdomen (8 cm). Peripheral smear and bone marrow findings were consistent with CML-CP. MRI revealed an ill-defined lesion involving muscles around the shoulder and clavicle suggestive of an abscess (Fig. 2) . She was started on broad spectrum antibiotics initially with a suspicion of pyomyositis. Microbiological evaluation of the fine needle aspirate from the lesion was negative for bacteria, fungus and Mycobacterium tuberculosis. Absence of response to antibiotics and negative work up for infectious etiology raised the suspicion for MS which was later confirmed by immunohistochemistry of the aspirate from the lesion (Fig. 3) . Hence, the diagnosis of CML with extramedullary blast crises was made. Patient was treated with a combination of high dose imatinib (as Kinase domain mutation analysis from the peripheral blood revealed H396R mutation), hydroxyurea, low dose cytarabine and local radiotherapy (RT) which led to a significant reduction in size of the lesion. MS is reported in about 2-8 % of the cases of AML and can occur after (50 %), concurrent with (15-35 %) or prior to the diagnosis of AML (25 %), after HSCT (\1 %) or rarely as the first sign of relapse after treatment of AML. MS has rarely been described in CML, MDS and other myeloproliferative neoplasm [1] . Occurrence of MS in a patient with CML categorizes the case as extra medullary BC even without evidence of systemic disease. Most common sites of MS reported in the literature includes skin, bone and lymph nodes and the involvement of the CNS, gastrointestinal tract, genitourinary tract, chest wall, pleura, breast, retro peritoneum, testis, spinal cord and oral mucosa are uncommon ones [2] . Involvement of joints with MS is extremely rare and limited to isolated case reports only [3] . Isolated MS or MS concurrent with AML/CML should be treated with AML based induction chemotherapy regimens [4] . Role of radiation is palliation of pain and the addition of local RT to systemic chemotherapy has been shown to prolong failure-free survival without an improvement in overall survival [5] . Rarity of MS involving the shoulder and it's resemblance to septic arthritis has been highlighted in the present case. The importance of entertaining the possibility of myeloid sarcoma in cases of septic arthritis which do not respond to antibiotic trial has been emphasized here.
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